epler and Strand 1 envisioned pharmaceutical care as pharmacists, in conjunction with physicians and nurses, taking responsibility for the outcomes of drug therapy rather than simply dispensing medications. This greater responsibility requires pharmacists to take a more active role in ensuring that therapy is appropriate, that patients understand drug regimens, and that therapeutic outcomes are achieved. How well are the goals of pharmaceutical care being met? The total cost of noncompliance to the U.S. economy is estimated at about $100 billion annually. 2 In addition, it is estimated that nearly 2 million hospital admissions each year can be traced directly to noncompliance and that 125,000 Americans die each year simply because they fail to take their medication as prescribed. 3, 4 Pharmacists are not solely responsible for these disappointing statistics, but they can be an important part of the solution.
The Omnibus Budget Reconciliation Act of 1990 (OBRA '90) mandated an offer of counseling by pharmacists for Medicaid patients receiving prescription medications, beginning January 1, 1993. OBRA '90 H Abstract: A survey was conducted to determine the inpatient-counseling practices of hospital pharmacists.
A questionnaire about the frequency of inpatient counseling, barriers to counseling, and suggestions for increasing the level of inpatient counseling was mailed to 667 hospital pharmacists. Recipients were asked to rate six attitudinal statements about inpatient counseling.
The response rate was 30%. The largest group of respondents worked in institutions where discharge counseling was provided to specific populations or as needed. Some 67% of respondents reported not counseling any patients. Barriers to counseling most often cited were lack of time and inadequate staff; facilitators most often cited were decentralization and resource availability. The most frequent suggestions for increasing the amount of counseling were making changes that provide more time, having adequate staff to provide counseling, and having a well-designed counseling program in place. Responses about barriers and facilitators varied with practice setting and frequency of counseling. On average, pharmacists reported a belief that they are the health care professionals most qualified to counsel inpatients about medications and that this is their responsibility.
More than two thirds of the responding hospital pharmacists reported counseling no patients; the barrier to counseling most frequently reported was lack of time, and the facilitator most often reported was decentralization; on average, pharmacists reported that they believed they should have a role in inpatient counseling.
recognizes pharmacists as professionals whose knowledge and expertise can be used to improve the quality of patient care and reduce overall health care costs. Most states have further mandated an offer of counseling for all patients receiving prescription drugs. Hospital pharmacists serving inpatients are excluded from the counseling requirements of OBRA '90 because these requirements currently apply only to pharmacists filling prescriptions for outpatients. However, in providing pharmaceutical care, these hospital pharmacists have a responsibility to counsel all patients in an effort to improve therapeutic outcomes by maximizing proper use of medications. 5 Hospital pharmacists have unique advantages over their community pharmacist counterparts when counseling inpatients, including access to the patient's medical record and a private, nonthreatening environment in which to counsel (i.e., the patient's room or a private consultation area). Studies have shown lack of privacy to be a substantial barrier to counseling in the community pharmacy setting. [6] [7] [8] Although some patients may find hospitals intimidating or may be distracted by worries about their diagnosis or about missing work, they will likely carry many of these worries to the community pharmacy. Hospital pharmacists have the advantage of a "captive" audience.
Since the implementation of OBRA '90, studies have been conducted to assess pharmacists' experiences with patient counseling, including factors that facilitate or hinder counseling. Hindering factors or barriers have been consistent in these studies: lack of time, excessive workload, lack of privacy, patient attitudes, and pharmacy layout. [6] [7] [8] Pharmacists reported that counseling patients was easier when they had enough time, when they knew the patient, and when the patient demanded or appreciated counseling. 7, 8 Having adequate resources was also frequently reported as facilitating counseling. 8 Resources such as computerized patient profiles, information leaflets, and well-trained support staff help pharmacists fulfill their roles as patient counselors.
In response to OBRA '90, ASHP established guidelines on pharmacist-conducted patient counseling. 5 These guidelines state that inpatients who are to receive discharge medications should be counseled before being discharged. However, it is difficult to ascertain the impact of OBRA '90 on hospital pharmacists. Literature on hospital pharmacists and patient counseling either is descriptive or identifies opportunities for counseling in the hospital setting; most of it is not available in published form. [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] The results of national surveys of pharmaceutical services conducted by ASHP have shown a substantial increase in the number of institutions that report providing education or counseling to inpatients (from 19.1% in 1990 to 74.4% in 1994). [24] [25] [26] [27] However, these surveys were sent to the directors of pharmacy and cannot be assumed to be representative of actual counseling behavior of staff pharmacists.
To evaluate and improve the hospital pharmacist's role as a patient counselor, it is important to identify counseling barriers and facilitators in the hospital setting. Barriers pharmaceutical care in this setting have been described, 28 but most of the literature about pharmacists' experiences with patient counseling involves the community setting. [6] [7] [8] 29 Although one would expect some of the same barriers to be reported by hospital pharmacists (e.g., lack of time, lack of resources), the setting in which they practice, as well as the demands they face on a daily basis, are quite different.
The purpose of this survey was to determine the inpatient-counseling practices of hospital pharmacists and provide insight to those wanting to establish counseling programs or improve on programs already in place. Inpatient-counseling was defined as any type of information or education provided to inpatients (e.g., teaching about diabetes, warfarin, or chemotherapy; providing discharge counseling). We focused on six primary research questions: These research questions were based on published research findings and the experiences of the primary author.
Methods

Data collection.
A pilot study was conducted at three large teaching hospitals in Columbus, Ohio; 95 questionnaires were distributed during staff meetings, of which 48 were returned, for a response rate of 51%. Minor changes in wording were made to increase the clarity of the questions, and one additional question (inquiring about the status of discharge counseling services at each respondent's institution) was added.
For the actual study, our intent was to survey pharmacists from Ohio and neighboring states such as Michigan, West Virginia, and Kentucky. However, upon contacting the board of pharmacy in each state, we found that Ohio was the only state that could provide a list of pharmacists by practice setting. Therefore, only hospital pharmacists in Ohio were surveyed.
A systematic random sample of 667 pharmacists was selected from a list of 2001 pharmacists licensed in Ohio, residing in the state, and actively practicing hospital pharmacy according to the records of the state board of pharmacy. In February 1996, questionnaires with a cover letter and a postage-paid return envelope were mailed to each pharmacist at his or her home. One week later, post cards were mailed to remind pharmacists to return their completed questionnaires.
In May 1996, a letter and postage-paid envelope were sent to a random sample of 58 of the 667 pharmacists to ascertain the status of response to the survey and reasons for not responding.
To answer research question 1, pharmacists were asked how many inpatients, on average, they personally counseled each day. Three open-ended questions were used to obtain answers to research questions 2-4. Pharmacists were asked to provide up to five factors they perceived as barriers to counseling, factors that made it easier to counsel inpatients, and suggestions for increasing the amount of counseling currently provided at their institution.
To categorize and interpret the responses (research question 5), pharmacists were asked to indicate the number of years they had practiced as a pharmacist, their primary position, and the level of discharge counseling services currently provided at their institution (responses to these questions are listed in Table 1 ).
To assess pharmacists' beliefs about inpatient counseling (research question 6), pharmacists were asked to respond to six attitudinal statements (these statements are listed in Table 2 ). Respondents ranked the statements on a Likert scale ranging from 1 (very strongly disagree) to 7 (very strongly agree).
Data analysis. The frequency of counseling by pharmacists was calculated by using descriptive statistics. Answers to open-ended questions about barriers to counseling, facilitators of counseling, and suggestions for increasing the amount of counseling were subjected to content analysis. Two judges coded responses to the pilot survey; interjudge reliability was greater than 99% on the basis of the Perreault and Leigh Reliability Index. 30 For this reason, it was appropriate for only one judge to perform content analysis of the final questionnaire. Coding of the responses involved placing each response in a category that best represented it. For barriers, facilitators, and suggestions, there were 27, 26, and 28 categories, respectively (Tables 3-5 list these categories).
Pharmacists were grouped by categorization variables. Differences between or among the groups were subjected to chi-square analysis. The a priori level of significance was 0.05.
Responses to the attitudinal statements were analyzed by using descriptive statistics. An overall attitudinal measure was determined by reporting the mean and standard deviation for responses to each statement.
Results
The survey response rate was 30% (192 of 640 deliverable surveys). On the basis of the response to previ- ous, similar surveys and the pilot survey, the expected response rate was 40%. Of the 58 letters sent in May 1996, 21 were answered, for a response rate of 36%. Of these respondents, approximately half (48%) reported that they had completed and returned the question- naire; 29% reported that they did not actively practice hospital pharmacy. Other respondents (23%) cited reasons such as not having enough time to complete the questionnaire (5%), having no interest in the survey (9%), and not remembering whether they had filled out the questionnaire (9%).
The largest group of respondents to the primary survey had been in practice for 11-20 years (43%). Pharmacists most often reported working in the central pharmacy, followed by having both centralized and decentralized roles (Table 1) . More than two thirds of respondents (67%) reported not counseling any patients. The largest group of respondents worked in institutions where discharge counseling was provided to specific patient populations (28%) or as needed (26%).
Barriers to counseling most often cited were lack of time, inadequate staff, and lack of support by administrators, physicians, and nurses (Table 3) . Facilitators of counseling most often cited were decentralization of pharmacists (or creation of satellite pharmacies), availability of resources (such as patient education materials on the nursing unit), and "nothing" (pharmacists stated that there was nothing that made it easier for them to counsel inpatients) ( Table 4 ). The most frequent suggestions for increasing the amount of counseling included changes that provide more time (decreasing Of the 12 analyses of relationships between pharmacist characteristics and responses, 4 had significant results (p < 0.05). Pharmacists in all primary positions cited time as the most frequent barrier to counseling (35-55% of responses). However, there were significant differences in responses regarding other barriers. Managerial and staff pharmacists (centralized) reported inadequate staff as the second-greatest barrier to counseling, but decentralized pharmacists and pharmacists with both centralized and decentralized roles cited lack of a well-designed counseling program as the secondgreatest barrier to counseling.
Of the pharmacists with both centralized and decentralized roles, 55% reported that being near the patient was the most important facilitator of inpatient counseling. Decentralized pharmacists most often cited resources as a facilitator (42%), followed by being near the patient (26%). Managerial pharmacists and centralized pharmacists cited "nothing" most often as a facilitator of counseling (23% and 33%, respectively), followed by resources (20% and 17%) and being near the patient (17% and 25%). Having adequate staff and adequate time for inpatient counseling were reported to be the least important facilitators by pharmacists in all positions (0-5% of responses).
For the chi-square analysis of frequency of counseling, the pharmacists were divided into two groups, those who counseled and those who did not. Pharmacists who did counsel listed having the pharmacist near the patient (31%) and resources (31%) as the primary facilitators of inpatient counseling. Pharmacists who did not counsel listed being near the patient as a primary facilitator (32%), closely followed by "nothing" (31%).
Pharmacists at institutions with the lowest levels of discharge counseling service (none or in the planning stages) cited "nothing" most often as a facilitator (65% and 43%, respectively). Pharmacists at institutions with other levels of counseling service cited having the pharmacist near the patient (31-56% of responses) and resources (11-67%) most often as facilitators of inpatient counseling.
In response to statements addressing pharmacists' beliefs about inpatient counseling, pharmacists reported, on average, a belief that they are the health care professionals most qualified to counsel inpatients about medications and that it is their responsibility to do so (Table 2 ). There was no significant relationship between responses to these attitudinal statements and years of practice, primary position, frequency of counseling, or level of discharge counseling service.
Discussion
Some limitations of this study should be noted. Although Ohio provides an interesting cross section of pharmacists, from those practicing in large metropolitan-area hospitals to those in small rural hospitals, the technical duties of the pharmacist, using automation), having adequate staff to provide counseling (or dedicating a full-time-equivalent pharmacist for counseling), and having a well-designed counseling program in place ( Table 5) .
The categories of responses regarding barriers, facilitators, and suggestions were collapsed in an effort to make it easier to understand and interpret the responses and because many responses were mentioned few times. This was accomplished by taking first responses only and using those mentioned five times or more as a starting point for developing seven broader categories (Tables 3-5) .
results of this study cannot be assumed to be representative of all hospital pharmacists practicing in the United States. In addition, a response rate of 30% is relatively low. On the basis of the responses to the letter for assessing nonresponse bias, a fairly large portion of survey recipients may no longer be actively practicing in the hospital setting. This leads to a question about the accuracy of the pharmacist-specific data provided by the state board of pharmacy. Although considered a limitation, obtaining data by practice setting from the state board was the most accurate, nonbiased method of data collection at the time of this study. Thus, nonresponse bias may not be as much an issue as the sampling time frame we used. Other possible limitations include the fact that data collection relied strictly on self-reported behavior, with no actual observations of counseling by pharmacists, and that no pharmacyspecific data were collected (e.g., size of institution, workload, time constraints, number of employees).
The results show that there is a deficit in patientcounseling services being provided to inpatients in Ohio, even though one might expect fewer obstacles to counseling in the inpatient setting. It is interesting to note the differences in pharmacists' responses regarding barriers, facilitators, and suggestions according to practice setting and frequency of counseling. Pharmacists who rarely left the pharmacy department because of the nature of their position (centralized and managerial) or the lack of clinical positions, satellites, or staffing in general listed lack of time and inadequate staff as the primary barriers to counseling. Pharmacists who spent time on the patient care units (decentralized and both centralized and decentralized) interacting with patients and counseling (or attempting to counsel) realized the importance of having the confidence and ability to counsel, having patient expectation and acceptance of the counseling service, having interprofessional support, and having a well-designed counseling program in place. From their experiences, it is clear that there is much more to inpatient counseling than what appears on the surface.
Pharmacists expressed a belief that they are the health care professionals most qualified to counsel inpatients about medications and that it is their responsibility to do so. However, the results suggest that counseling is not being done by a majority of hospital pharmacists. No matter what the cause of this lack of pharmacist-patient interaction, it is apparent that patients are not the only ones to be adversely affected. Many pharmacists want to spend more time counseling patients but face obstacles. [6] [7] [8] 29 Job dissatisfaction may result for these pharmacists. 31 In addition, researchers conducting another survey found that, for hospital pharmacists, counseling patients about prescription drugs was the function in which the greatest disparity existed between time pharmacists actually spent and time they would ideally spend. 32 On average, the pharmacists spent only 6.8% of their time counseling but wanted to spend 18.7%. More than 20 years ago, the 1975 report of the Study Commission on Pharmacy, "Pharmacists for the Future," 33 included the comment that the greatest failing of pharmacy practice is its inadequacy as an information-transmitting system and that its greatest challenge is to improve the transmission of knowledge. The recommendations for accomplishing this were for pharmacists to acquire knowledge themselves, communicate with physicians and other health care professionals, communicate with patients, join others in developing a mechanism whereby drug information is widely disseminated through all the mass media, and enter into an effective drug information system by using the most advanced technology. Although the profession has made significant advances since that time, it appears we still have a long way to go.
As one author stated, "To allow patients to leave our pharmacies (or hospitals) without a clear understanding of why they are taking a medication, how to take it, what to expect from it, and what to do if a problem occurs is [a serious] violation of the public trust, ethics, and now the law." 34 But for millions of inpatients across the country each year, the law (OBRA '90) does not apply to their pharmacists.
Should the counseling requirements of OBRA '90 be expanded to include inpatients? Should hospital pharmacists provide counseling to inpatients, or should this task be delegated to nurses? These are questions that must be answered by our profession. As health care continues to change-with downsizing, mergers, cost containment, and the growth of outpatient care and integrated delivery systems-it will become even more important to ensure proper medication use. In the continuum of care, someone must assume responsibility for educating patients about their medications in an effort to prevent acute care readmissions due to drug misadventures and noncompliance. Now more than ever, hospital pharmacists must learn the skills necessary for counseling patients. Many pharmacists practicing in the hospital setting will soon be required to expand their practice to include more outpatient-related pharmaceutical services. Given that many of the barriers to counseling reported by hospital pharmacists are attributed to systems already in place, pharmacy managers have an excellent opportunity for intervention. Expansion or improvement of existing counseling programs may be accomplished by maximizing the use of technology and pharmacy technical help, or simply by working toward acceptance of the pharmacist as a member of the patient care team.
Conclusion
More than two thirds of hospital pharmacists responding to an inpatient-counseling survey reported counseling no patients. Barriers to counseling most frequently reported were lack of time, inadequate staff, and lack of support by administrators, physicians, and nurses; facilitators most frequently reported were decentralization and resource availability. On average, pharmacists reported a belief that they are the health care professionals most qualified to counsel inpatients about medications and that this is their responsibility.
